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APPENDIX B 


DISTINGUISHING SENSITIVITY FROM 
DSM DISORDERS 


After making the distinction between high sensitivity and disorders generally, I try for each entry to 
distinguish between the trait and specific DSM-defined disorders likely to be confused with it, such as 
Posttraumatic Stress Disorder (PTSD). Second, in the same discussion of each such disorder I suggest 
how highly sensitive patients who do meet the criteria might appear atypically. 


Keep in mind that the goal is to distinguish among three types of patients: highly sensitive persons 
diagnosed with a disorder they do not actually have, the many who are both highly sensitive and have a 
diagnosable disorder (which they may or may not know about), and the few who will come in saying they 
are highly sensitive and are not (who in most cases will have a disorder instead). 


Note about DSM: Apparently there will not be another edition after DSM-5. Rather, updates can be 
found at the website of the American Psychiatric Association, psychiatry.org, or by searching for 
something like “updates to DSM 5.” 


IS SENSITIVITY ITSELF A DISORDER? 


The DSM-5 (author, 2013) definition of a disorder is “a clinically significant disturbance in an 
individual’s cognition, emotional regulation, or behavior...usually associated with significant distress or 
disability...in important activities. An expectable or culturally approved response to a common stressor or 
loss, such as the death of a loved one, is not a mental disorder” (p. 20; hereafter quotes are from DSM on 
pages describing the disorder being discussed). 

Clearly this definition is informed by the problem that dysfunction is to some degree in the eyes of the 
beholder. In the case of sensitivity, a non-sensitive clinician might look at a sensitive patient and reason 
about it this way: “Is there distress? Clearly. This person admits being distressed merely by spending a 
few hours in a crowd or watching the evening news. Is this a disability? This person has refused 
promotions because the new role involved too much travel. Reactions to common stressors—are they 
expectable or culturally sanctioned? No,” says our imagined clinician. “Admits to being more upset by 
things than others are. Cannot even eat at a restaurant that’s a little noisy, a common stressor of sorts, 
when a hundred other people are obviously having a good time. I have to consider this person as having a 
disorder.” The patient might even reluctantly agree. 

On the other hand, as these or similar reactions by patients become understood as quite 
expectable in 20% of the population and are seen as part of a trait known to bestow as many benefits and 
abilities as it does vulnerabilities (e.g., Belsky et al., 2009); and as the highly sensitive themselves no 
longer see themselves as impaired, but having a subcultural sanctioned response, then the above position 
will become increasingly untenable and uncommon. (For a discussion of distinguishing temperament 
generally from disorders, especially in children, see Kristal, 2005.) 

It is important to be aware that when diagnoses are usually made, in the first few weeks of 
psychotherapy, sensitive persons will not be exhibiting their normal behavior, but rather, extremes. These 
distortions may occur because of their initial overstimulation, fear of criticism, culturally-induced shame 
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about their trait, or over-conscientiousness about reporting symptoms and flaws. These initial reactions 
lead to arousal, and anyone outside of their optimal level for arousal will perform poorly at any task. This 
poor functioning could be mistaken for low intelligence, chronic anxiety, or any number of problems. A 
state of overarousal can also lead to an anxious unrelatedness that could wrongly be interpreted as 
extreme shyness, a disorganized attachment style, or an avoidant or schizoid personality disorder. These 
of course could be present, but my point is that they might not be, yet could seem to be there. 

A final note is that increasingly, patients use the Internet and DSM to diagnose themselves, 
correctly or not. Because the highly sensitive reflect more than others about themselves and must in some 
way account for being different from others, they are especially likely to come to the first session with 
well-developed ideas about what is wrong with them. It only makes sense to listen well to their reasoning. 
They have known themselves much longer and have listened to many others comment about them. 


DISORDERS FOR WHICH HIGH SENSITIVITY COULD BE 
MISTAKEN OR ALTER THE PRESENTATION 


Neurodevelopmental Disorders 
Intellectual Disability (Formerly Mental Retardation) 


It is rather strange to begin here, but this is the first relevant disorder listed in DSM. A few sensitive 
patients whom I have seen were briefly misdiagnosed as intellectually disabled in childhood because they 
performed so poorly on intelligence tests due to overarousal (or in one case, refused to perform) and 
seemed to have deficits in adaptive functioning, such as communication and social participation. 
However, all of these were misdiagnoses, given the individual’s later performance in school. In fact, the 
highly sensitive are more often at the other end of the continuum and seen as gifted (Wood and Laycraft, 
2020). 


Autism Spectrum Disorder 


Innate sensitivity, especially when mixed with social awkwardness or noticeable negative responses to 
intense stimuli, is sometimes confused with a mild form of autism (previously and sometimes still called 
Asperger’s) or being “high on the spectrum.” The difference has been further blurred by the 
neurodiversity movement, especially the book by Jenara Nerenberg (2020), Divergent Mind: Thriving in a 
World that Wasn’t Meant for You, which discusses high sensitivity as defined here along with ADHD, 
autism, and synesthesia as examples of neurodivergence. She is clear that each is different, and she is 
correct to see them all as different from the neurotypical. Still, the entire issue can be confusing, now that 
many feel autism should not be a disorder at all, but as another variation in the human brain with its own 
advantages, much as we view high sensitivity. The issue is further confused by the greater focus for the 
first time on autism spectrum disorder (ADS) and women, who are more relational due to marked sex 
differences in brain functioning (Harrop et al., 2018; Alaerts, Swinnen, & Wenderoth, 2016) and hence 
less dramatically show “deficits in social communication and social interaction across multiple contexts” 
(DSM, p. 50) than men with ASD. Still, even here, women with ASD tend to be uncomfortable in most 
social situations, which is not as true for highly sensitive men or women. These women report (Milner, et 
al., 2019) having to mask their autism (and being good at it) in order to get along in the “neurotypical” 
world, and they find this exhausting. They have consciously and deliberately learned to read 
communication signals (such as those signifying emotions) and to act enthused, for example, whether 
they feel it or not. The highly sensitive, however, both read these signals and respond more easily. 
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Still, when discussing ASD with clients or simply recognizing it, especially in women and girls, 
the issues can be complicated, particularly because some who would be considered as having ASD by 
those adhering to DSM now feel they really are not different from highly sensitive people. Both groups 
need time alone, are easily overstimulated, and dislike small talk. Hence, a patient might tell you, joyfully 
or angrily, that after learning about high sensitivity they see that they are not autistic, as others had told 
them, but have this trait instead. This may be very true—or not. On the other hand, many women with 
ASD also report having had great difficulty getting a correct diagnosis, and you do not want to add to that 
by telling them they are simply highly sensitive. 

Of course, everyone with a disorder or whatever you chose to call ASD also has a temperament, 
so one could be both, but there is still a clear distinction in other areas. You might do best reading over 
the criteria for ASD in the DSM and a little in addition about women with ASD before deciding in a 
particular case. 

About ASD overall, regardless of sex, if you need to decide if a patient has ASD (rather than 
referring them to a specialist in ASD), it might help you to know that the two really are different 
according to fMRI research. Considering 27 studies of brain activity in those with disorders to studies of 
the brain activity in those who score high on the HSP Scale, the highly sensitive participants showed 
activation significantly higher in the same areas where there are noticeable deficit neural responses with 
ASD, specifically those areas involved in empathy, social processing and reflective thinking (Acevedo, 
Aron, Pospos, and Jessen, 2018). 

The one noticeable seeming overlap between highly sensitive people and those with ASD is that for ASD, 
under “Restricted, repetitive patterns of behavior,” one criterion is “Hyper- or hypo-reactivity to sensory 
input” (p.50). The criterion adds, however, “or unusual interest in sensory aspects of the environment 
(e.g., apparent indifference to pain/temperature, adverse reactions to specific sounds or textures, excessive 
smelling or touching of objects, visual fascination with lights or movement).” Inconsistency seems to be 
the main feature of these odd responses — a focus on certain stimuli while ignoring others. Still, sensory 
distress is a feature popularly associated with Autism Disorder (e.g., Mark Haddon’s The Curious 
Incident of the Dog in the Night-Time, 2003), and it is also associated with high sensitivity. Otherwise, 
not a single one of the criteria for ASD would be met by a highly sensitive adult or child as defined here, 
mainly because the first of the two criteria, as said above, is “persistent deficits in social communication” 
(p. 50), and the highly sensitive are unusually responsive to social cues, skilled at social interaction when 
not overaroused, and do not feel strained by it until they feel overstimulated by a lengthy conversation (at 
least when they are interacting in a familiar social environment). The second main criterion is “restricted, 
repetitive patterns of behavior, interests, or activities,” and highly sensitive persons have intense 
imaginations and varied interests rather than rigid or narrow preoccupations. 

While women may be mistaken as highly sensitive when they in fact have ASD, men, who are 
diagnosed with ASD more often (4 to 1), are more likely to be seen as “on the spectrum” when they are in 
fact highly sensitive but prone to withdraw emotionally due to not fitting the masculine stereotypes in our 
culture. As with most men, they still need to prove themselves in some way, have social contacts, and 
support themselves, so they often enter nonsocial professions, such as certain types of engineering and 
technology innovation, where they can meet these needs while usually avoiding overarousing emotional 
encounters. When a man or his family members seek a medical explanation for why he always retreated 
to his room as a boy and still has not married, they may find it in a biological explanation involving ASD. 

On the other hand, as happens with women, men with undiagnosed ASD might well come to 
therapy thinking or having been told that they are highly sensitive as an explanation for why they feel 
they do not fit in. 

Overall, when in doubt it is best to seek help with this differential diagnosis from those very 
skilled at diagnosing ASD, but you can begin by closely observing patients’ actual social empathy with 
the therapist (after a few sessions to become comfortable) and by how they describe their relationships 
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with others. In their history, the question is whether their low sociability is the result of actual trouble 
with social-emotional cues, commented on by themselves or others, or is it due to fear of rejection. One 
study (Cartwright-Hatton, Hodges, & Porter, 2003) found that even shy children usually know well how 
to behave in a social situation (when watching a video, they can identify or suggest good social behavior), 
but perform poorly due to low self-confidence. 


Attention-Deficit/Hyperactivity Disorder (ADHD) 


ADHD is confused surprisingly often with high sensitivity, mainly because it is such a frequent diagnosis 
for any child having any difficulties in school or any adult who feels overwhelmed or has problems 
adjusting to life. Further, a study (Pagagiotidi, Overton, & Stafford, 2020) using a self-report measure of 
ADHD, treating it as a personality dimension with no clear “normal” and, using a non-clinical university 
sample, found many items on their ADHD measure statistically associated with many items on the HSP 
Scale related to sensory overload—for example being easily overwhelmed by strong sensory input or 
unpleasantly aroused when a lot is going on. This could be interpreted as to some degree validating a view 
that those actually diagnosed with and impaired by ADHD have significant sensory-processing 
abnormalities. But again, those in the study had not been diagnosed with the disorder, and it certainly 
adds to the confusion about differences between ADHD and high sensitivity. 

Further, key items on the two scales were not associated: those high on the HSP Scale tended to 
agree to items about being conscientious and being seen as sensitive or shy as a child; those high on the 
ADHD scale did not. Those high on the ADHD measure tended to agree to items suggesting impulsivity: 
finishing other people’s sentences, difficulty waiting one’s turn, interrupting others when they are busy, 
talking too much, plus trouble getting things organized, delaying starting a task, misplacing or being 
unable to find things, and difficulty concentrating on what people say. Those high on the HSP Scale did 
not tend to agree with any of these impulsivity items. 

Similarly, looking at the nine DSM5 distractibility criteria for ADHD itself, and these must be 
present “often,” you will rarely find highly sensitive patients with even some of these: inattention to 
details, lacking sustained attention during activities, not listening when spoken to, not following 
instructions or finishing tasks, not being able to organize work, avoiding sustained mental effort, losing 
things necessary to a task, or being generally forgetful. 

As for the second set of criteria (although these are not necessary for the diagnosis) — the 
“hyperactive” or impulsive symptoms — sensitive persons even more definitely lack these, as seen above 
(e.g., interrupting others, have difficulty taking their turn). True, a sensitive child who is overwhelmed by 
stimulation in the classroom might have trouble paying attention or controlling impulses. In the safety of 
home, an overwhelmed sensitive child may have tantrums or be oppositional, much as would a child with 
ADHD. But when the feeling of being overwhelmed has passed, the sensitive child is usually considerate, 
calm, and conscientious as well as able to focus and be attentive to details. Sensitive adults have similar 
problems with overstimulation (often in the workplace) and can appear to meet the distractible criteria 
(but only when overaroused). 

As for postponing or avoiding tasks requiring focus or following directions, this occurs for the 
highly sensitive mainly when they have failed at a similar task in the past. The original cause, however, 
would not have been a general inability to focus. Rather, sensitive persons sometimes do not realize how 
much they must practice and prepare in order to overcome the debilitating levels of arousal that, for them, 
accompany tests, performances, and other evaluated tasks. Thus, the original cause of their failure was 
overarousal, and after a failure they will be even more overaroused and expecting failure the next time, so 
that they may consciously or unconsciously avoid such tasks or cannot focus when they try. 

An adult who is highly sensitive, especially a person who is also a high sensation seeker, might, 
like someone with ADHD, seem to be tackling too many projects at once. It is my observation that the 
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sensitive person, however, is doing it because of seeing so many possibilities, not because of poor 
executive functioning. Generally, the sensitive person will eventually establish priorities and finish some 
projects, letting others go. In addition, both might complain of being scattered and overwhelmed, but 
upon inquiring about their “to do” list, the person with ADHD will have a much longer list — if there even 
is one! The sensitive person’s will be a normal length or even shorter than normal, and the source of their 
distress will be the desire to have everything done. 

Other characteristics attributed to those with ADHD (Hallowell & Ratey, 2004) but not in the 
DSM description of it add to the confusion. These are underachievement, procrastination, being “creative, 
intelligent, and highly intuitive” (p. 74), tending to worry, being insecure, and having chronic problems 
with self-esteem. All of these could be found in sensitive persons for reasons other than having ADHD. If 
one stays with the DSM criteria, there is much less chance of confusing sensitivity with ADHD. 

As for high sensitivity and ADHD co-occurring, I have met a few highly sensitive persons who 
thought they had ADHD. It is not clear if they were experiencing ADHD itself, some of the overlap found 
between ADHD and their trait during times of overstimulation, or their sensitivity plus other traits such as 
high sensation seeking. In their pioneering study of temperament traits in children, which began with 
observations of children at around three months of age, Chess and Thomas (1977) considered 
distractibility, up to some undefined limit, to be a very normal trait that could be expected to be present 
along with other traits on their list of nine temperament traits. A child could even be both highly 
distractible and highly focused. Distractible and focused sound contradictory, but one might be easily 
distracted for a moment and still tend to return quickly to one’s task. 

From the viewpoint of Chess and Thomas, distractibility could easily co-occur along with, for 
example, the triad of sensory sensitivity, low adaptability, and withdrawing tendencies (these three as a 
group are the closest behavioral/observable equivalent to high sensitivity, but they lack the trait’s 
fundamental aspects of depth of processing and empathy, which are difficult to observe in very young 
children). The bottom line is that every brain is unique, and the genes contributing to high sensitivity and 
those leading to distractibility, as a trait or as a disorder, are still not fully identified and no doubt 
numerous. Clarity here may simply be too much to ask for. 


Bipolar and Related Disorders 


In my experience bipolar disorder seems to be relatively rare in this population and probably has separate 
genetic causes, but the highly sensitive person’s strong positive and negative reactions and their 
often-intense creativity can lead to something resembling hypomania, and hence, cyclothymic disorder. 
Indeed, the criteria for a hypomanic episode seem vague enough that a sensitive person could easily fit at 
times, given that such an episode does not have to lead to marked impairment. A simple period of intense 
creative enthusiasm could meet the diagnostic criteria if three of these lasted four days: inflated 
self-esteem, decreased need for sleep, increased talkativeness, a subjective feeling that thoughts are 
racing, and increased goal directed activity, or that all of this is different from usual or that others can see 
the difference, plus it is not serious enough to cause impairment (not a true manic episode). 

If it may be possible for a hypomanic episode to lead to confusing a type of bipolar disorder with 
high sensitivity, what about a true manic episode? Could there be a confusion here too? While the criteria 
for a manic episode are similar to a hypomanic episode, a manic episode must cause impairment and last 
most of the day for one week. This length of impairment is less among highly sensitive people. Both 
mania and hypomania are characterized by excessive involvement in risky behaviors with a high potential 
for painful consequences. While highly sensitive persons are generally risk aversive, their risky behavior 
might be more subtle. Rather than sexual indiscretions or spending sprees, they might become carried 
away, for example, by intuitive or psychic abilities and this to the point of enjoying advising others or 
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predicting their future. Hence it may well be that one has to adjust the DSM criteria of risky behaviors if 
bipolar disorder is going to be recognized in highly sensitive people. The bottom line is that, over the 
years of having these episodes, there must be noticeable impairment as the result. 


Depressive Disorders 
Major Depressive Disorder and Persistent Depressive Disorder (Dysthymia) 


The DSM criteria for Major Depressive Disorder (MDD; depressed most of nearly every day for two 
weeks), and Persistent Depressive Disorder (PDD; depressed for more days than not for 2 years) are 
largely the same except for their duration. Many highly sensitive people are depressed to some degree for 
various reasons, even if not depressed for long periods, so there is still the possibility of wrongly 
diagnosing them with one of these disorders given the highly sensitive person’s normal intense emotional 
responsiveness and tendency to “ruminate” or process the negative events in their lives more deeply. 
Sensitive patients cry far more easily than others do, and so may cry in the first session, as would a 
depressed person. But in subsequent sessions they will not cry as often as someone experiencing a major 
depressive episode would. They can have a passing low mood or spate of what seems to be pointless 
worry due to stress, but again this will not persist over two weeks. Quite often, their down mood has to do 
with something they have heard or seen. Simply listening to others’ troubles or reading about the sorry 
state of the world may leave them depressed and anxious, which hardly amounts to a depressive episode 
or mood disorder. (Indeed, it may represent “depressive realism;” Alloy & Abramson, 1979; Moore & 
Fresco, 2012). The question is always duration and impairment. 

As for co-occurrence, again, highly sensitive persons are more prone to depression if they have 
had a traumatizing childhood, as already emphasized. The research continues to grow on this subject of 
“differential susceptibility” (Belsky and Pluess, 2009). Further, anxiety or sadness in the present over 
something quite reasonable (such as a sick relative, or completely appropriate grief after a death), while 
explicitly excluded from MDD by DSM, can lead to depression for anyone. Although there is not yet 
research on this, the progression may be quicker or more common in the highly sensitive, given their 
stronger emotional reactions. 

Other, less predictable triggers are possible as well. A sensitive friend contracted an influenza that 
his primary care doctor had noticed was causing depression in some of his patients. After six months on 
antidepressants, my friend was able to stop the medication and never had a recurrence. We do not know if 
his sensitivity made the depressive reaction to flu more likely. 

As for making a diagnosis, depressed highly sensitive persons usually appear to be feeling better 
than they are because of their ability to manage their persona and their desire to carry on as usual, being 
very conscientious. Thus, the more important criteria are “clinically significant distress” due to other 
subjective states (which they hopefully are discussing with you), such as worthlessness, emptiness, or 
unending sadness, rather than “impairment in important areas of functioning” due to fatigue, loss of focus, 
or anhedonia. These might also be present but covered up. Often only those living with the patient, who 
have previously seen the patient during a depression will be able to recognize a current episode. 

While highly sensitive patients may hide their symptoms, some, on the other hand, may admit 
more often than others to suicidal ideation and planning because they are looking so far ahead at all the 
potential consequences of what they are feeling, want to be scrupulously honest, or are trying to express 
accurately the depth of their despair. At the same time, they are probably more likely to keep an 
agreement that they will not act on these ideas, since they know how it would affect others or be a mistake 
in the long run and are generally low on impulsivity. However, deciding on suicidal risk obviously 


Author’s Revision, 2021, of Appendix B, “Distinguishing Sensitivity from DSM Disorders,” 
from Elaine N. Aron, Psychotherapy and the Highly Sensitive Person, copyright 2010, 
Routledge, New York. Do not reprint. 


pg. 7 


requires careful clinical judgment in each individual case. 
Anxiety Disorders 


We will look at these disorders one by one. However, it is the case that many highly-sensitive patients 
manifest anxiety, worry, or fear, whether these states meet the criteria for a disorder or not. Thus, they 
often benefit from the treatments one uses for anxiety disorders. The diagnosis may not be very important 
in these cases. One would expect anxiety to be common in this minority that considers possible 
consequences, both positive and negative, of what they know thus far about a situation — whether that is 
the crime rate in their neighborhood or the specials at the local supermarket. Naturally, they know more 
about potential threats and worry about them more than others, but that is normal for them. On the other 
hand, a true anxiety disorder is often present in highly sensitive people because they have learned from 
traumas and from past threats (ones that were real) to expect more of the same. Then, they generalize this 
learning to more and more situations — “for safety’s sake,” we could say — that may not actually be 
threatening at all. Any sensitive animal in a dangerous environment would become more cautious. Again, 
the diagnosis is less important than the reality of anxiety in this group and what the individual needs to be 
more comfortable in the world. 


Separation Anxiety Disorder 


I have no data on this, but I suspect highly sensitive children evidence more of this disorder than do 
nonsensitive children. The diagnosis requires it to be “excessive,” which might be arguable, but also 
“persistent,” being present for at least four weeks. The clinical question, of course, would be the cause of 
the separation anxiety. It is also diagnosed in adults, but DSM suggests flexibility here and that it must 
lead to clinically significant distress or impairment. If a highly sensitive adult does not wish to travel 
alone because it makes them anxious, and therefore declines certain promotions or social opportunities, 
perhaps the adult and therapist together can decide whether treatment is needed. 


Selective Mutism 


I have the impression from parents that this is more common in highly sensitive children starting at a new 
school or new school year. They seem to grow out of it, but the question is how long this takes. If it lasts 
more than a month and extends beyond the first month of school, it is considered a disorder. However, 
sometimes it does not resolve until the start of the next school year, as if the child is avoiding the sudden 
attention that would come by beginning to speak. Sympathetic, understanding, and “‘safe” teachers often 
solve the problem with simple patience, being more used to it than parents are. Hence, how long it takes 
may be an irrelevant criterion as long as it ends. 


Specific Phobia 

I do not know if this is more common in the highly sensitive or would differ in them compared to others. 
Social Anxiety Disorder (Social Phobia) 

The criteria for social phobia are perhaps some of the vaguest in DSM, in that almost everyone has had, at 


some point in life, bouts of “marked” fear of one or more social situations in which they feared being 
“exposed to possible scrutiny by others.” It is a disorder if it is “out of proportion” or lasts for six months 
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or more. 

DSM views social phobia as different from “normative shyness.” It explains that only 12% of 
self-identified shy persons see themselves as having symptoms that meet the criteria for this disorder, 
which must interfere significantly with an individual’s normal routine and cause them distress. That is, if 
a person can design a life in which fear of being judged by others does not occur, they would not meet the 
criteria. Hence a diagnosis is complicated, as DSM seems to be saying, and the final issue would seem to 
be how a diagnosis would impact the self-esteem or choice of treatment for the patient. 

You must keep in mind that sensitive persons are even more aware of the fact that people do 
scrutinize each other. These situations are overarousing and overarousal impairs their response, causing 
them to feel even more scrutinized — this cycle may well make their fear a reality. All of this becomes a 
disorder when they are utterly powerless to overcome their fear in almost all situations. Of course, you 
may also see persons with true social phobia who are not highly sensitive. Those who are sensitive would 
show other signs of their trait besides extreme shyness. 


Panic Disorder, Panic Attacks, and Agoraphobia 


Panic disorder simply means recurrent panic attacks; if those are present, the diagnosis is straightforward, 
whether the person is highly sensitive or not. As for panic attacks, many highly sensitive persons have had 
one or something close to one, meeting four or more of the required symptoms (probably not all): 
pounding or palpitating heart; sweating; shaking; feeling unable to breathe; feeling of choking; chest pain; 
nausea; dizziness; faintness; chills or hot flashes; numbness; feeling unreal or detached; and a definite fear 
of losing control, dying, or going crazy. Even one or two of these can be frightening the first time. 

For the highly sensitive person, and perhaps everyone, these are symptoms of extreme 
overstimulation. Until they realize how much they differ from others in this regard, of course a response 
of four or more will be frightening to them. In addition, they probably feel the sensations of 
overstimulation themselves more strongly, adding to their panic. 

The decisive event usually occurs in sensitive youth, who, wanting to fit in, have tried to ignore 
how their bodies react to high levels of stimulation that do not seem to be bothering their friends. A 
typical situation for a first panic attack for them would be taking a recreational drug at a rock concert. In 
most cases, as soon as they understand how their innate predisposition interacted with the situation they 
were in when the first attack occurred, the fear of it happening again diminishes or disappears. 

Thus, agoraphobia — which requires not just avoiding going out but doing so because of fear of a 
panic attack — is usually stopped as well when they learn how they respond to overstimulation. With that 
information, they can develop plans to avoid being so overwhelmed in the future, or at least not to be so 
worried when it happens. Hence, one of these three diagnoses might be deserved initially, but not usually 
for long. 

As for their co-occurrence, if a highly sensitive person does meet the full criteria, their panic 
disorder still may be more easily resolved than others’. At the other extreme would be highly sensitive 
patients in which the disorder is due to some deep conditioning to a threat that has generalized to a fear of 
being in the world generally. 


Generalized Anxiety Disorder 


As with social phobia, the DSM criteria for a generalized anxiety disorder are highly dependent on 
defining “excessive” (“excessive anxiety and worry occurring more days than not for at least 6 months”); 
whether the individual finds it difficult to control the worry; and if it leads to three of these six symptoms: 
Feeling on edge, easily fatigued, trouble concentrating or mind going blank, irritability, muscle tension, 
and sleep disturbance. Given those criteria, the diagnosis could easily be given to many highly sensitive 
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people, depending on the level of distress and impairment. The question is whether a diagnosis is needed 
for treatment or insurance purposes. There are co-occurrences of course, and the history helps to 
determine if past events have rendered a patient more chronically anxious than others with the trait. 


Obsessive-Compulsive and Related Disorders 


Misdiagnoses could easily occur, in that most sensitive persons are aware of persistent or recurring 
thoughts or images that they find intrusive, wish were not happening, and try to ignore — the definition of 
an obsession. These intensify under stress or during episodes of depression and anxiety, all of which 
probably occur more in the highly sensitive. The question would be, again, what is excessive? DSM helps 
here in being very specific: these obsessions and compulsions must take up more than an hour a day and 
clearly cause distress or impairment of one’s functioning. About compulsions, highly sensitive people 
would probably not turn to compulsive, highly repetitive, or unrealistic measures to neutralize obsessions. 
The highly sensitive usually can regulate their affect enough to avoid this type of solution. 

On the other hand, a co-occurrence could be difficult to diagnose correctly, as the highly sensitive 
person’s conscientiousness and ability to adapt might cover up compulsions in particular. A person with 
OCD who organized support groups of those with the disorder told me that all of those with the disorder 
are highly sensitive, and that most can recall the distressing event that first turned their sensitivity into 
obsessions and compulsions. I do not have enough experience with this disorder to corroborate that 
thought. 


Trauma and Stressor-Related Disorders 
Posttraumatic Stress Disorder 


I will focus on posttraumatic stress disorder (PTSD) and acute stress disorder (the symptoms are the same, 
but after one month the diagnosis becomes PTSD) because they are most easily confused with high 
sensitivity. A few of the long list of symptoms can sound very much like high sensitivity: insomnia, 
hypervigilance, or an exaggerated startle response (an item on the HSP Scale). Highly sensitive patients 
may mention autonomic symptoms, such as a frequently racing pulse (the highly sensitive can show 
extreme sympathetic arousal from even one cup of coffee if they are not used to it) or vivid recurring 
nightmares. It would be easy to make the mistake of looking for the cause in some traumatic event, 
perhaps one with a delayed onset of symptoms. Indeed, a highly sensitive person unable to regulate their 
affect due to a combination of traumatic childhood events and an insecure attachment, for example, could 
easily develop what I would be happy to call chronic, delayed-onset PTSD if it were a comforting 
explanation for them. 

However, the decisive issue is whether symptoms are related to a trauma and occur only after the 
trauma. High sensitivity begins in the womb. There will be many co-occurrences, however, because 
sensitive patients, with their stronger emotional reactions, might develop PTSD even when others in the 
same or similar situations do not. 


Adjustment Disorders 


One would expect the highly sensitive to have more adjustment disorders because these patients have 
generally stronger responses to stressors and are more easily stressed by high levels of stimulation, more 
emotional in their reactions to events, and more concerned about long-term consequences of an event than 
non-sensitive persons. Hence the diagnosis could fit, given the criteria that their reactions are “out of 
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proportion” to the stressors (in comparison to those without the trait) and if the reactions lead to 
significant impairment. 

The presentation might differ, however, in that a few sensitive patients, being used to strong 
emotions, might habitually over-control them (“Oh, that didn’t bother me so much”) and show their 
distress in other ways. A nonsensitive person with an adjustment disorder would be more likely to 
describe emotions that, for them, are much stronger than they have had before. Therefore, to see an 
adjustment disorder in these highly sensitive patients, you might find the clues in a recent history of 
intense stress and in signs of other kinds of impairment besides overwhelming emotion. In addition, the 
life stressor for sensitive patients might be more subtle or future-oriented — for example, fear of losing 
one’s job given some seemingly minor event or comment, rather than having actually lost it. 


Somatic Symptom and Related Disorders 


Sensitive persons could be easily misdiagnosed as having a disorder related to somatic symptoms. First, 
they are by nature more aware of their bodily processes, so that they will notice symptoms sooner and be 
more concerned and affected by them. Second, they have lower pain thresholds and probably more 
reactive immune systems. Third, they have more side effects from medications, so that they need lower 
doses and still may not be able to tolerate these effects (Jagiellowicz et al., 2007). Finally, they may be 
anxious about their health simply because their trait involves considering all possibilities, including that 
their doctor has overlooked something or they did not explain something clearly enough. 

For all the above reasons and others (e.g., having more questions about tests and treatments, being 
more interested in alternative medicine and prevention), sensitive persons could possibly account for 
about 45% of office visits to physicians (Kowal, 1998). Since most physicians are presumably not highly 
sensitive, their view of these time-consuming, complaining patients is understandable, and 
psychotherapists may accept the perspective of their fellow professionals and see the bodily and health 
preoccupations of the highly sensitive as excessive. You will have to consider all of this when making a 
diagnosis. 

As for a cooccurrence, with their greater sensitivity to pain and medications and their greater 
processing of any threat, it could be that the attention sensitive patients give to their body and their greater 
seeking of medical attention is “excessive,” “disproportionate” to the seriousness of the problem, or an 
impairment to their lives. Obviously too much focus on symptoms that are not a problem can occur, but 
again, the diagnosis of somatic symptom disorder is very tricky with highly sensitive patients. Therapists 
must remember that they are not trained to decide about the actual health significance of the physical 
symptoms their patient is describing, and they must watch for any bias arising simply from their feeling 
healthy themselves and remembering times in the past when they have worried about something for 
nothing. They may even know others with similar complaints whom they doubt are actually ill. But they 
surely also know persons who had an illness for which the diagnosis was missed or treatment was 
inadequate. (One must also watch for highly sensitive patients who fail to seek medical attention when 
they ought to because of past experiences of feeling shamed or being wrong.) 


Sleep-Wake Disorders 


One of the items eliminated from the HSP Scale was difficulty sleeping, as it did not distinguish highly 
sensitive persons. If a sensitive person does complain of insomnia, it is usually due to overstimulation. 


Sexual Dysfunctions 
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From the questionnaire survey reported in Chapter Seven, it appears that there are no differences in the 
number or type of sexual disorders amongst highly sensitive people. Still, there could be some confusion 
because of sexual “style.” Sensitive persons were more affected by unpleasant sounds and odors and less 
interested in pornography, which could be mistaken as a sign of hypoarousal. They more often reported 
being so overwhelmed by sensation that it became painful and they needed to stop; had difficulty with 
distractions during sex and making transitions after; and were more cautious than others about unfamiliar 
partners, STDs, or pregnancy, all of which might seem to indicate some disorder, but would, again, be 
simply natural variations due to their temperament. 


Gender Dysphoria 


One would expect that the common cultural practice of equating sensitivity with femininity may 
sometimes play a role in a sensitive person’s confusion about gender identity. 


Substance-Related and Addictive Disorders 


The reasons humans overindulge in their favorite mind-altering substances are clearly vast, from genetics 
to social class. But some research has found a significant role for temperament traits, especially high 
sensation seeking (e.g., Andrew & Cronin, 1997), impulsive sensation seeking (e.g., Robbins & Bryan, 
2004), and either high novelty seeking, low harm avoidance, or, more often, both (e.g., Galen, Henderson, 
& Whitman, 1997). In the same studies low levels of these traits are associated with responsible use or 
abstention. While a highly sensitive person can be a high sensation seeker too, generally they are not 
impulsive and do avoid harm, so they would avoid unhealthy, irresponsible, or risky behaviors. 

The exceptions are usually those seeking relief from overstimulation, those dealing with trauma 
or severe personality disorders, or youth unconsciously wishing to avoid the responsibilities of adulthood 
which they intuit all too well. The substance can be seen as a transitional object to which they formed a 
comforting attachment (Denning, 2000). In others, it is less obviously about this genetic trait and more 
about other genetics (a family history of addiction) or social environment. Even in these cases, however, 
highly sensitive patients are generally aware of the dangers to themselves and in greater conflict about 
their substance use than other patients. 


Personality Disorders 


First, the general definition of a personality disorder is very close to that of a distinctive temperament type 
such as high sensitivity: “An enduring pattern of inner experience and behavior that deviates markedly 
from the expectations of the individual’s culture...is pervasive and inflexible,” and can be traced back at 
least to adolescence or early adulthood (or presumably even earlier, although DSM is hesitant on the 
subject). It is interesting how parallel this description is to some temperament traits, including high 
sensitivity, which “deviates” in the sense of not being true for 80% of people, is “pervasive and 
inflexible” due to being innate, and can be traced back to adolescence or even before since any 
temperament trait is by definition present since birth. Distress or impairment then could all too easily be 
seen, especially when the judgment is made by a member of the majority not possessing that 
temperament, or even when a talkative mental health professional rates the mental health of someone 
quiet (Gough & Thorne, 1986). 

In sum, even the least impaired highly sensitive persons are statistically abnormal and have been 
throughout their lives, and these differences can seem to them and others to create impairments that will 
not change substantially with any kind of treatment, even medication. In short, they are very “inflexible.” 
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Genes are that way. 

Of course, co-occurrences are very real, too. The personality disorders I will discuss, because 
they are the most easily confused with high sensitivity, are also probably those which sensitive persons 
are mostly likely to develop: schizoid, borderline, avoidant, dependent, and obsessive-compulsive. 
(Interestingly, these disorders cut across the three DSM clusters of odd-eccentric, dramatic-emotional, and 
anxious-fearful). 

Briefly considering the other personality disorders, the highly sensitive can seem paranoid when they 
describe subtle motivations in others which most do not notice; schizotypal due to their unusual 
perceptions or spiritual proclivities; narcissistic because of their greater “self-absorption” or, if they speak 
of it, their giftedness; and histrionic in their intense emotional reactions. But these disorders seem to me 
easier to separate from temperament variations. Now we turn to the five personality disorders most easily 
confused with sensitivity. 


From Cluster A, Schizoid 


There is really very little resemblance between a normal sensitive person and a schizoid patient, yet I 
sometimes hear them equated. I think this is less so with the current DSM, in which “prefer spending time 
by themselves rather than being with other people” has been changed to “almost always chooses solitary 
activities.” Indeed, the criteria sound somewhat similar to ASD, and we have already discussed how this 
trait in highly sensitive people is unlike ASD. Every sensitive person needs more down time to process 
the day’s sensory input. This is especially true if their careers require them to tolerate high levels of 
stimulation or long hours, whether they are doing computer programming or wedding planning. But when 
they are recharged, none of the criteria for this personality disorder would apply. 

Still, there are going to be co-occurrences, especially among those who have avoidant attachment 
styles. Similarly, both those with the sensitive trait and those with schizoid personality disorder are often 
drawn to fields such as engineering, mathematics or computer programming, and both may even like 
these fields for their lack of social stimulation (for social animals like humans, this is the most common 
source of stimulation, so avoiding social activities is one way to solve a major problem for a highly 
sensitive person). More often, the highly sensitive are in these fields because their creativity and intuition 
help them excel at solving abstract or spatial problems. Further, these are areas where highly sensitive 
men can be accepted and admired, and highly sensitive women are not expected to be constantly social. 


Cluster B, Borderline Personality Disorder (BPD) 


Although the impulsivity and rages expected to accompany this disorder are far from the behavior of most 
sensitive persons, even this diagnosis can be misapplied because of the intense emotions of the highly 
sensitive. After all, one criterion for the disorder is “affective instability due to a marked reactivity of 
mood.” Here is another case where a nonsensitive therapist especially might see something wrong in what 
is normal for a sensitive person. Further, one study (Meyer, Ajchenbrenner, & Bowles, 2005) found a .43 
correlation between the HSP Scale and self-reported borderline features in a non-clinical population. That 
is, in answering the questionnaire, some (not all) highly sensitive persons could see some milder forms of 
BPD criteria as applying to them — fear of abandonment, idealizing others, unstable sense of self, feelings 
of emptiness, or some paranoid or dissociative symptoms. 

Mostly, however, it would be very difficult to confuse, in person, a typical sensitive person with 
someone struggling with BPD. The confusion seems to occur only “on paper,” when the idea of 
sensitivity arises as “emotional sensitivity” (that is, heightened sensitivity to emotional expressions of 
faces, Lynch, et al., 2006; although the opposite was found of adolescents with BPD, Robin et al., 2012). 
Also, BPD is associated with “rejection sensitivity” (Staebler, Helbing, Rosenback &Renneberg, 2011) 
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and “anxiety sensitivity” (Gratz, Tull, & Gundersen, 2008), so there is confusion simply due to using the 
word ‘sensitivity.’ However, pain sensitivity appears lower with BPD (Schmahl et al., 2010), whereas it is 
higher with the trait of high sensitivity. 

As van der Kolk (1996) observed, speaking of what we now call differential susceptibility: 
“Exquisitely sensitive children may interpret normative growth experiences as terrifying. However, our 
study suggested that shyness and biological vulnerability are not the predominant factors leading people 
to develop BPD; the superimposition of childhood terror upon adult situations is most likely to be the 
key” (p. 189). 

I have seen highly sensitive patients who could be better seen as having attachment disorders and 
who met very well some, but not all DSM criteria for BPD. For example, they may seem to make “frantic 
efforts to avoid real or imagined abandonment.” But the effort is more directed at trying to contain, 
perhaps ineffectually, their fear of or actual loss during separations rather than attempting to coerce 
another person into remaining with them. While highly sensitive patients, like those with BPD, might 
defensively idealize or devalue others, they would rarely do both to the same person at different times. 
The sensitive person’s self-esteem does fluctuate more than others according to events, but they do not 
usually show a “markedly and persistently unstable self-image,” and especially not in the grandiose 
direction. Furthermore, as said before, “affective instability” is somewhat in the eyes of the beholder. 
Dissociation and “chronic feelings of emptiness” may also be present during treatment, but the bottom 
line for diagnosing any disorder (although it is mentioned less for personality disorders) is always 
impairment. 

As for co-occurrences, behaviors typical of BPD, such as raging and impulsive behaviors, can 
occur but not as often in highly sensitive patients with this disorder, in my experience (although a suicide 
threat can be an act of aggression in its way, and these do occur). Mostly they rather assiduously avoid 
behaving in a way that would disturb others, even if they inadvertently do. When they realize it, they 
usually become depressed immediately afterwards, concerned about the harm they may be doing to a 
relationship that they understand they desperately need. They are also more able to reflect later about the 
reasons for their responses (even if it does not prevent them), as one would expect of those who specialize 
in processing before or after acting. 

As I discussed in Chapter Two (e.g., the case of Anna), patients with this disorder or something 
like it can appear in initial sessions to be functioning surprisingly well because their sensitivity allows 
them to observe and recreate polite behavior. The key to a correct diagnosis, in my experience, is a 
childhood history of very severe trauma or abuse, in that few sensitive persons escape that without a 
personality disorder. However, even if the good presentation only represents a regrouping behind the 
persona, any form of adapting that helps a patient maintain some stable, supportive relationships and a job 
or other resources that pay for treatment will have a better outcome. In Grotstein’s (1982) terms, patients 
with personality disorders have two selves — one that functions well and one that does not. To work with 
these patients, we need them to be able to employ that better functioning self when they are not with us, 
and in my experience highly sensitive patients are better able to do this. In sum, the co-occurrence of high 
sensitivity and BPD may mean that the disorder will be easier to treat, even if not faster. 


Cluster C, Avoidant Personality Disorder (APD) 


A paranoid sensitive person might say that the sensitive minority have been wrongly targeted by the DSM 
criteria for APD. Of course, the actual disorder does exist and cripples many sensitive persons. But it is 
essential that clinicians be able to distinguish between an APD and a quiet, introverted, or shy highly 
sensitive person who is simply being cautious, perhaps rightfully, about being misjudged in social 
situations. Overall, APD involves “Social inhibition, feelings of inadequacy, and hypersensitivity to 
negative evaluation.” The specific criteria, requiring only four to qualify, can be seen as a tidy list of ways 
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that the highly sensitive merely use their trait to detect potentially distressing situations that probably 
rarely bother others. The seven criteria are “avoids occupational activities...because of fears of criticism, 
disapproval, or rejection; is unwilling to get involved...unless certain of being liked; shows restraint 
within intimate relationships because of the fear of being shamed or ridiculed; is preoccupied with being 
criticized or rejected...; is inhibited in new interpersonal situations; views self as socially inept, personally 
unappealing, or inferior to others [often the case of the highly sensitive because a life-long sense of 
feeling different]; is unusually reluctant to take personal risks or to engage in any new activities because 
they may prove embarrassing” (p. 673). Almost every introverted sensitive person, even if not shy, would 
display at least four of these when in an unfamiliar or threatening social situation. (Maybe anyone would.) 

Two studies by Meyer (Meyer & Carver, 2000; Meyer, Ajchenbrenner, & Bowles, 2005) of 
non-clinical student populations found that self-reported behaviors from the DSM list of criteria for APD 
correlated about .43 with the HSP Scale, but again, looking at the criteria, that is not surprising. 

The main distinction is that those with APD are always hindered by their fear of negative evaluation. 
Normally, highly sensitive persons are secure and confident enough to trust that at least those who get to 
know them well will like them and do not fear negative evaluations from familiars. Some are simply more 
hesitant about meeting strangers or being in large groups (remember, about 70% are introverts). Being 
more sensitive to feedback as part of the trait’s survival strategy, they do often avoid occupations or 
workplaces or any other situation where they are likely to experience large amounts of criticism. But 
sensitive persons can enjoy a workplace that is supportive, do have close friends, and are highly 
motivated to have intimate contact with them. They may restrict social contact, especially meeting new 
people, but usually to avoid overstimulation as much as rejection. Whether you make this diagnosis 
depends on how unrealistic the patient’s fears are and how many potentially valuable, not-too-stimulating 
social encounters he or she is avoiding. 

As for co-occurrences, they definitely occur. APD might appear differently in sensitive persons in 
that they may replace social life with an active inner life, a spiritual path, or perhaps the appreciation of 
animals, nature, or the arts. Many sensitive and nonsensitive persons might pursue these, but the 
substitution is clearly not willing for those with APD, in that these highly sensitive persons will reveal 
deep pain around the lack of close relationships if you probe for it. Sometimes highly sensitive patients 
with APD will successfully substitute an entire career for close relationships, if they can find one that 
does not require social interaction (I recall one who was completely content with a job repairing parking 
meters). Of course, they are extremely cautious about any transference relationship, although they can act 
more attached than they are, out of the desire not to hurt the therapist’s feelings, while nonsensitive 
patients with APD might be less concerned. 


Dependent Personality Disorder (DPD) 


Sensitivity and dependency (even to the point of a disorder) are easily confused because highly sensitive 
persons are often in a close relationship in which the nonsensitive member of the dyad supplies skills that 
are not as available to sensitive persons. Usually, they are conscious of this division of labor in the 
relationship. (If not, it should be brought up.) The nonsensitive one of the pair may handle everything 
potentially over stimulating, even to the point of making most phone calls that involve talking with 
strangers. This person may manage their shared funds if the two want to spend more freely, while the 
highly sensitive one of the pair is recruited when the two need to budget. Over and over, the less sensitive 
member of the pair may seem more effective if you do not look at the contributions the highly sensitive 
member also makes — creativity, empathy, loyalty, careful observation, thorough processing of 
information, and so forth. 

Still, when the sensitive one is struggling with a decision, the nonsensitive person may help with 
arriving at a final decision and appear to have made it. The nonsensitive one may be earning more money 
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and share this with a highly sensitive partner who earns less or stays home, another reason a highly 
sensitive person may seem or be unequal and dependent. This division of labor can make the pair stronger 
than other pairs, and highly sensitive persons in such relationships might confess that it would be very 
difficult to live outside of it. Still, they do not have DPD if in other areas of their lives — career or other 
relationships — they can make independent decisions. 

Even if they did see themselves as dependent, both therapist and patient should look closely and 
perhaps reframe the relationship. Usually, the nonsensitive person is gaining a great deal as well. If both 
members of a pair turn out to be dependent on the other, this could be called interdependence, which is 
not a personality disorder. 

Co-occurrences occur when highly sensitive patients seem simply far too strong on the criteria for 
DPD — for example, volunteering to do far more unpleasant tasks or not expressing disagreement because 
of the fear of losing the support of others (what might be called “boundary problems"). In that case, they 
still will differ from nonsensitive patients with DPD in that their sense of needing others to take care of 
them will be related to their sensitivity. They may have given up their independence by avoiding 
overstimulating arguments or simply submitting due to having always felt there was something wrong 
with them, to the point that highly sensitive patients with DPD may have a debilitating sense of shame 
and place no value on their independent insights. Such patients may be caught in a spiral of their low 
self-esteem, keeping them from using their offsetting talents on their own; and then, the inability to 
express those talents causes them to go unappreciated, and their dependency becomes even more 
shameful and necessary, so that self-esteem is lowered still further and independent self-expression 
becomes even more constricted. 


Obsessive-Compulsive Disorder (OCPD) 


Sensitive persons usually give considerable attention to “doing things right.” Most would not do all the 
behaviors identified as criteria for OCPD, but perhaps from the point of view of others, all would do some 
of them. For example, they might seem “overly scrupulous” about recycling; keeping their living space, 
workplace, collections, or personal papers orderly; double or triple checking their work to avoid mistakes; 
checking schedules several times to be sure they read or remembered correctly; or controlling their 
emotions through methods such as meditation or through spiritual teachings about equanimity. In my 
observation, they are often the person most concerned about morality, ethics, and values. (Truly, whether 
they are being “overconscientious, scrupulous, or inflexible” is in the eyes of the beholder.) 

The question is whether these behaviors are so “pervasive” and arising from a “preoccupation” 
that they miss the actual purpose of the activity and result in a lack of “flexibility, openness, and 
efficiency.” Unlike the person with OCPD, the normal sensitive person would not allow preparations or 
activities to interfere with life or lose their purpose — for example, they would not recycle in a way that 
obviously costs more to the environment (e.g., driving a long distance) than would be saved in the long 
tun by the recycling effort. Continuing with the criteria, they definitely would prefer to complete projects 
on time rather than see that all the details are perfect. They would not live an unbalanced life, emphasize 
productivity over relationships, or tolerate clutter rather than throw things out. 

What amounts to being “overconscientious” about ethics is a matter of opinion. Most people these 
days consider it normal to copy what is copyrighted, to turn a personal dinner into a tax deductible one by 
having a few moments of chat about work, or not to report a colleague’s unethical behavior. But some 
highly sensitive people would never do these things and take pride in it. Are they overly conscientious? 

As for being reluctant to delegate to others “unless they submit to exactly his or her way of doing 
things,” this would certainly depend on the situation. You would be happy to see this inflexibility in a 
brain surgeon or even an auto mechanic. The judgment of how much money to “hoard for future 
catastrophes” will certainly differ between the sensitive and nonsensitive person, but is a legitimate cause 
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for debate, even among economists. The final criteria, general “rigidity and stubbornness” can also be in 
the eyes of the nonsensitive beholder. 

As for the co-occurrence of sensitivity and OCPD, these patients would probably be less visible 
than the nonsensitive equivalent, as they might not impose their behavior so much on others. They also 
might have more plausible rationalizations for their extreme behaviors, such as their need to reduce over 
stimulation. In an earlier chapter, I described a patient who boarded up her house to keep out the sounds 
of school children. Her unusual behaviors extended so broadly that it clearly fit the criteria. For example, 
her house was full of tidy collections, and keeping them that way took up her time to the point that she 
had no friends or contact with family. 
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